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Abstract
Background—Law enforcement is often the first to respond to medical emergencies in the 
community, including overdose. Due to the nature of their job, officers have also witnessed first-
hand the changing demographic of drug users and devastating effects on their community 
associated with the epidemic of nonmedical prescription opioid use in the United States. Despite 
this seminal role, little data exist on law enforcement attitudes toward overdose prevention and 
response.
Methods—We conducted key informant interviews as part of a 12-week Rapid Assessment and 
Response (RAR) process that aimed to better understand and prevent nonmedical prescription 
opioid use and overdose deaths in locations in Connecticut and Rhode Island experiencing 
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overdose “outbreaks.” Interviews with 13 law enforcement officials across three study sites were 
analyzed to uncover themes on overdose prevention and naloxone.
Results—Findings indicated support for law enforcement involvement in overdose prevention. 
Hesitancy around naloxone administration by laypersons was evident. Interview themes 
highlighted officers’ feelings of futility and frustration with their current overdose response 
options, the lack of accessible local drug treatment, the cycle of addiction, and the pervasiveness 
of easily accessible prescription opioid medications in their communities. Overdose prevention 
and response, which for some officers included law enforcement-administered naloxone, were 
viewed as components of community policing and good police-community relations.
Conclusion—Emerging trends, such as existing law enforcement medical interventions and 
Good Samaritan Laws, suggest the need for broader law enforcement engagement around this 
pressing public health crisis, even in suburban and small town locations, to promote public safety.
Keywords
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1. INTRODUCTION
Poisoning is the leading cause of adult injury mortality in the United States (US; Centers for 
Disease Control and Prevention, 2012), composed primarily of drug poisonings (overdoses). 
Nationally, there has been a more than five-fold increase in unintentional drug overdose 
deaths since 1970 (Centers for Disease Control and Prevention, 2011a). Opioid pain 
relievers are the most commonly involved type of drug, responsible for over half of 
unintentional drug overdoses (Centers for Disease Control and Prevention, 2011b). 
Geographic distribution of prescription opioid-involved deaths suggests not only differences 
in epidemiology but also in availability and provision of emergency medical resources, 
access to which may determine the injury outcome. In particular, a tendency of prescription 
opioid overdoses to occur outside of metropolitan areas in small town and suburban 
locations places greater emphasis on local public safety professionals for responding to these 
health emergencies. Like all injuries, the majority of drug poisoning deaths is preventable 
and, if witnessed, overdoses can be effectively reversed. Recent attention has focused on 
how first responders, both emergency medical technicians (EMTs) and police, can prevent 
and respond to overdoses (Centers for Disease Control and Prevention, 2011b). Much of this 
focus has been on providing first responders, particularly EMTs (e.g., other than 
paramedics), with naloxone to reverse opioid induced overdose (Banta-Green et al., 2013; 
Office of National Drug Control Policy, 2011, 2012). Police are often trained in provision of 
first aid and larger police departments may have EMTs on staff, suggesting capacity for 
overdose response activities (c.f., Quincy, Massachusetts Police Department as example). 
However, numerous studies have documented reticence on the part of substance using 
populations to call 911 in the event of an overdose emergency (Bohnert et al., 2011; Burris 
et al., 2004; Darke et al., 2000; Green et al., 2009; Pollini et al., 2006; Sherman et al., 2007; 
Tobin et al., 2005; Tracy et al., 2005) for fear of police involvement. Given that there are 
significant barriers to wider, community-based dispensation of naloxone, fear of police 
involvement exacerbates limited community naloxone availability. Furthermore, little data 
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exist regarding law enforcement attitudes toward overdose prevention and response; none 
focus on prescription opioid overdose prevention and response. Such data may shed light on 
the perceived role of police and may challenge the belief held by some that police are 
uninterested in supporting or becoming involved in overdose prevention and response 
efforts.
The public's perception of law enforcement as being uninterested in overdose prevention 
may be traced to over forty years of drug market enforcement practices and related criminal 
sentencing policies targeting urban (open) illicit drug markets, especially within 
communities of color (see Kerr et al., 2005). Research to date has consistently demonstrated 
that drug market enforcement practices are a critical structural determinant, either enhancing 
or minimizing drug-related morbidity and mortality (Beletsky et al., 2005; Bohnert et al., 
2011; Cooper et al., 2012; Friedman et al., 2006, 2011; Rhodes, 2002; Rhodes et al., 2006; 
Silverman et al., 2012). These enforcement practices have been shaped by guiding policing 
strategies, e.g., community or problem-oriented policing, COMPSTAT, “Stop and Frisk,” 
etc., (Geller and Fagan, 2010; Goldstein, 1979; McDonald, 2001; Weisburd et al., 2003; 
Willis et al., 2004), organizational characteristics (Chappell et al., 2006) and discretion 
(Walker, 1993), all of which vary by jurisdictional and political confluences. With some 
exception (Rivers et al., 2012), traditional street-level enforcement strategies remain the 
standard response towards illicit drug use (Kerr et al., 2005) irrespective of secondary 
harms, including an expansive correctional population, disparities in arrest rates for people 
of color, and felony disenfranchisement, to name a few. Research clearly demonstrates these 
practices create a marked climate of distrust, fear, secrecy, and uncertainty for drug users 
(Beletsky et al., 2005; Burris et al., 2004; Compton and Volkow, 2006). Exclusive drug 
market enforcement policing activity may contribute to higher drug overdose mortality rates 
through: (1) fear of police arrest among individuals who witness an overdose, thereby 
delaying the response of emergency personnel; (2) heightened police presence, thereby 
indirectly promoting drug use in seclusion; and (3) areas with more arrests having more 
incarcerations, wherein the post-release period is a known risk period for fatal overdose 
(Binswanger et al., 2007; Bohnert et al., 2011).
In contrast, a number of recent legal and policy changes explicitly include law enforcement 
partners and suggest there may be other opportunities for a community response that could 
reduce overdose mortality. First, the Office of National Drug Control Policy called for 
expanding the availability of naloxone (an opioid overdose antidote) beyond the public 
health arena to include first responders-especially law enforcement - and for dismantling 
legal barriers disallowing such practices to date (Kerilowske, 2012). Second, the National 
Association for Drug Diversion Investigators issued a public statement calling for law 
enforcement agencies to adopt policies allowing officers to carry and administer naloxone to 
individuals experiencing opioid overdose proclaiming, “the availability of this product will 
ultimately save many lives, as police officers are oftentimes the first responders where 
delays of only a few seconds can mean the difference between life and death” (National 
Association of Drug Diversion Investigators, 2012). Third, legal interventions via Good 
Samaritan Laws, which provide limited immunity from drug-related charges when 9-1-1 is 
called in an overdose emergency, and statutes allowing for “third party prescription” have 
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served to lessen overdose secrecy, silence, and stigma (Beletsky et al., 2007; Compton and 
Volkow, 2006) and increase naloxone's availability and use (Davis, 2012). Moreover, 
current federal legislation, such as Stop Overdose Stat Act, would facilitate: (1) widening 
the purchase and distribution of naloxone; (2) educating physicians and pharmacists about 
overdose prevention and naloxone prescription; (3) training first responders, including law 
enforcement, on effective overdose response; and (4) implementation or enhancement of 
programs that provide overdose prevention, recognition, treatment, and response to 
individuals (National Association of Boards of Pharmacy, 2012).
The law enforcement community itself has a varied range of attitudes and perceptions about 
those who use drugs and related treatment modalities and policies (see Beyer et al., 2002). 
This workplace variance stems from the fact that law enforcement routinely witnesses the 
inherent human complexities of drug use and the outcomes of current drug control mandates 
(Beletsky et al., 2005). As such, novel drug control policies and practices (see Beletsky et 
al., 2011, 2005; Beyer et al., 2002; Rhodes et al., 2006; Rivers et al., 2012; Silverman et al., 
2012) and, as previously outlined, recent legal and policy changes to standard drug control 
practices, may increase the odds of aligning public health and criminal justice objectives. As 
strategic policing innovations introduced over the past forty years such as community 
policing, “broken windows” policing, third party policing, hot spots policing, and evidenced 
based policing (Braga and Weisburd, 2007; Moore et al., 1997) suggest, policing has 
gradually shifted from an exclusive enforcement model to one more accepting of a problem-
solving framework when encountering people affected by homelessness, mental illness, 
drug-market driven violence, substance abuse, and cardiac episodes (Hawkins et al., 2007; 
Kennedy and Wong, 2012; Morabito et al., 2013; Newman et al., 2002; Rivers et al., 2012; 
Schaefer Morabito, 2010; Wood et al., 2011). Most encouraging have been recent albeit 
jurisdictionally limited strategic innovations melding traditional public health prevention 
programs for people who inject drugs (PWID) with policing (Beletsky et al., 2011; Davis 
and Beletsky, 2009; DeBeck et al., 2008; Silverman et al., 2012). While there has been a 
range of studies examining the role of drug enforcement attitudes and practices on the health 
of PWID (Beletsky et al., 2005; DeBeck et al., 2008; Jardine et al., 2012; Rhodes et al., 
2006; Silverman et al., 2012; Small et al., 2012) there have been no studies to date of law 
enforcement attitudes about overdose prevention and response, especially within the context 
of non-medical prescription opioid use (NMPU). The aim of this analysis is to explore law 
enforcement perspectives on overdose prevention and response from a subset of interviews 
collected during a Rapid Assessment and Response study investigating prescription opioid 
overdose outbreaks in three New England communities (the RARx Study).
2. METHODS
Data collection was conducted in three small town and suburban locations in Connecticut 
(CT) and Rhode Island (RI). The RARx Study aimed to better understand patterns of 
prescription opioid overdose in selected communities experiencing high overdose burden 
and to suggest targeted ways to better prevent them. Study methods are reported elsewhere 
(Green et al., 2013). Briefly, field staff conducted qualitative interviews between June and 
August 2011, using a semi-structured interview guide. Topics covered drug use more 
generally; prescription opioid use, NMPU, diversion; overdose awareness and responses; 
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and possible interventions, including prescription monitoring, naloxone access, and drug 
treatment. Two questions specifically addressed law enforcement: How would you describe 
the interactions between police and drug users in this community? and What responsibility 
does law enforcement have in overdose prevention and response? The topic guide did not 
explicitly ask law enforcement about their jobs or attitudes toward drug users. Interviewees 
were recruited through recommendations by Community Advisory Board members and 
chain referral, wherein interviewees recommended further interviewees. Seven field 
interviewers were trained in qualitative interviewing methods, based on materials and 
techniques employed in prior rapid assessment and rapid policy assessment projects. The in-
depth interviews were conducted with three groups of key informants representing: 1) 
individuals, such as chiefs of police, who could provide a sense of the “big picture” of 
prescription opioid abuse and overdose (noted as ‘System’ interviewees); 2) individuals with 
day-to-day professional contact with people using prescription opioids and at risk of 
overdose (noted as ‘Interactor’ interviewees); and 3) individuals who were not members of 
the other two groups and who were either using prescription opioids currently, or had 
personal experience with prescription opioid use. Data collection occurred over a 12-week 
period which was set according to the rapid assessment method, regardless of whether 
saturation in themes was reached. This paper represents a subanalysis of the 13 interviews 
with law enforcement agents of varying rank, who took part as the first or second key 
informant type noted above (i.e., System or Interactor, with interviewee numbered 
consecutively in the text that follows).
Interviews were recorded and transcribed. Through an iterative process, the research team 
developed a qualitative coding scheme which was applied to the interview transcripts. 
Themes were added as they emerged from the data, allowing for inductive analysis. Using 
NVivo, a qualitative data management software package (version 9, QSR International, 
Burlington, MA, USA), and Microsoft Word 2007 (Microsoft Corporation, Redmond, WA, 
USA), all interviews were coded independently by two members of the field team, with the 
principal investigator (TCG) checking for consistency. Thematic coding was undertaken by 
members of the research team (MR, SB, NZ, TCG), all of whom also conducted interviews 
in the field. Discrepancies in coding were resolved by consensus. The research team derived 
conclusions from coded transcripts. Demographics were collected at the level of state and 
interviewer type, not by profession, and are presented for all informants to protect their 
privacy. For similar reasons, quotes are not identified by race, gender, or rank. The study 
was approved by the Institutional Review Board at Rhode Island Hospital.
3. RESULTS
We collected 143 key informant interviews across the two states and three study sites; 13 
interviews were conducted with law enforcement officials. The majority of all interviewees 
identified as White (90.8%) and not Hispanic (95%), and two-thirds were male. Law 
enforcement interviews from the study locations represented a range of experience: police 
chiefs (n=3), detectives (n=3), narcotics investigators (n=2), community policing officers 
(n=2), and patrol officers (n=3).
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3.1 The role of the police in preventing overdose death
All law enforcement interviewees reported responding to or investigating an overdose and 
the most common view (12 of 13 interviews) of overdose was, first and foremost, that of a 
medical emergency. The data revealed tensions expressed about the role of the police in 
medical emergencies such as an overdose. For example, one police chief described this as 
follows:
...you'll generally get a call, ‘hey, I just came home, found my kid on the floor.’ Or, 
‘Hey, my boyfriend is, is unconscious.” So you respond, ambulance is on its way as 
well. And depending on whether CPR is necessary, or if it's just trying to get some 
vitals until the paramedics get there, um, and then you start, once, once the 
paramedics get there, then we can kind of take a step back and look around, and 
usually there's a pill bottle somewhere in the vicinity, or, ‘hey, mom, what was, 
what medication is he on?’ ‘Well, he's not taking anything.’ ‘Okay, what 
medication are you on?’ ‘Well, I have these pain pills.’ ‘Well, can I see the bottle?’ 
‘Oh my god, I had it filled last week, and it's empty!’ You know, those types of 
things, or, often, it's the girlfriend or boyfriend saying, ’yeah, he's got a, you know, 
he's got a,’ unless they're involved in it, too, ‘he's got a pill problem. Here's what I 
think he's taken.’ And then if we, you know, have to get a search warrant or consent 
to, to search around. But, first of all, to give the paramedics and the hospital an idea 
as to what may be in his system, so they can treat correctly. –System1
Participants saw first-hand the increased involvement of prescription opioid medications in 
diversion, drug-related crime and overdose. However, participants expressed that police 
have little power, save for arrest and investigation, to affect physician prescribing. Thus, 
they can only intervene in a criminal problem, but not to prevent the problem before it 
becomes criminal. For example, one officer, in reflecting upon sources of prescription 
opioids in the study community, said:
I do elderly affairs, and that's like a social work position and then some. But I, I am 
in contact with doctors because, especially, to mention all the times, I'll say, 
“Listen, you know, Mary's not doing so well, when's her next appointment.”... So 
now I call Dr. Brown, who prescribed 100 pills to little Mary, I'm gonna start 
telling Dr. Brown how to do their job? I think they should be regulated from 
somebody much higher than the police department. Why are these people getting 
hundreds of pills?-Interactor1
Officers felt there was little they could do to counsel drug users about their drug use; 
instead, arrest was viewed as the best tool to help them, as one police chief articulated:
They get arrested. ‘Why you arrest me?’ ‘Why you, why you doing this?’ ‘Well, 
I'm doing it, to try to get you off this. You try to get r-, you try to not, to go clean.’ 
Can't do it. And you ask, you know, have they tried o-, but I'm not in their shoes, so 
I don't know what they've gone, I don't know what their life experiences have been, 
I don't know. It's easy for me to say, you know, but I, I'm not the, you know, we 
enforce the law. There's only so much we can, you, you try to counsel them, but 
some of ‘em are just, like this woman I'm telling, I wouldn't, you know, ‘hey, you 
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need to stop drinki-,’ naw. It's like talking to the plant there. It's not gonna work.-
System1
Officers reported frustration at being unable to help prevent overdoses, because of limited 
social and economic resources in the community. One officer said:
You know, you try to offer help to people that you know are addicted and 
everything else. But again, there's not a lot of help out there. You know, there is, 
but you've got to pay for it. Now, even if you go to court, say, you get arrested. 
They find you with a couple bags of heroin. It's your first offense. Judge says, “All 
right. I'm gonna sentence you to...you have to get substance abuse evaluated. We're 
gonna test you. And you've got to, got to get yourself in a program.”You, you've 
got to pay for that. If you don't have any money, how the hell are you gonna get in 
the program? So it, it's very frustrating sometimes.-Interactor2
Importantly, officers acknowledged a strong sense of duty to community and public safety, 
but were concerned about the added responsibility of trying to prevent overdoses. One 
officer articulated the tension between duty and the ability to be an effective agent of 
overdose prevention:
...that's frustrating, because I know a big part of our job in public protection is, you 
know, we arrest people, but, you know, we really are community caretakers 
and...every person that's in this police station went to an interview and they all said 
they want the job. Not to arrest people. Their job, they wanted to help people. 
That's what they said and I believe it.-Interactor3
3.2 A sense of futility
Despite intentions to help, many participants expressed an overwhelming sense of futility 
and helplessness; a key factor was the lack of effective treatment resources. This was best 
captured by a police chief who said,
I've had a number of people call me crying. You know, “What are my 
alternatives?” And their biggest complaint is that they can't get treatment or that 
insurance plans won't cover it and it's cost-prohibited. And they just feel trapped. I 
don't have a solution for them. I mean, I...I can't solve [it] period. They can't get 
treatment, period. They can't get in the door. The programs are either short term, 
not covered by health insurance or people that don't have health insurance, you 
know, all the national problems, I listen to them all. They call desperate, looking 
for alternatives. And I give them the names of, you know, [closest private treatment 
center] and the hospitals and some of the programs..... But historically, the 
feedback I get is not good....They walk away unsatisfied.-System2
Existing training and resources in the community contributed to the sense of futility that 
upper management law enforcement acknowledged in the force. Two of three systems 
interviewees reflected similar comments to this police chief, who described:
I know it's enormously frustrating for my staff. You know, they see some of these 
folks and have a sense of these (overdoses were) preventable. And the individuals 
fell right through the cracks of the so-called ‘system’ and they're frustrated by that. 
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And feeling somewhat helpless, you know, we...I think it's catch 22 for my staff 
because we're sending them to more and more training to identify these cases and 
try and ensure their survivability. And their part is the early intervention part. And 
they do everything we ask them to do and train them to do. And the patient dies 
through no fault of their own, but they get to go back and, and deal with the 
fallout.-System2
3.3. Empathy
Officers extended their sense of helplessness about the intractable drug problem and with 
addiction more generally, acknowledging a loss of empathy.
Sometimes we look at things, um, we've lost a bit of that empathy, and it's, and it, it 
happens. It's, it, you know, we fight it, and we, we try to keep. And mostly g-, 
mostly officers are good that way. But sometimes it's very hard not to be cynical. 
Because you've been lied to, and seen so much of it over, over a career, that, um, 
now he's just a, now he's just a, one of those pill guys. You know? Don't trust him. 
He's on the pawn shops all the time, he's pawning his mother's, you know, 
whatever, um. I think society is a little more of a, not acceptance, but of sympathy. 
Because they're not out shooting heroin or smoking crack on the corner. They've 
got a pill problem. ‘Oh, the poor kid, he had a car accident, and how he had these 
pills, and now he's addicted. The poor kid.’ And we're like, ‘yeah, but he's stealing 
your lawnmower. And, and your rings, and everything else, and robbing your 
neighbors, you know, he grew up next to, robbing, burglarizing their house.’-
System1
However, officers seemed to differentiate between types of drug users. For instance, 
individuals who receive prescription medications for pain and who later become addicted 
garnered some empathy, in part, because these individuals were not perceived as being 
associated with illicit drug users. Law enforcement interviewees from all three sites shared 
similar, recent experiences to the emotional description from this police chief:
...we also had an employee that had a problem...he's no longer here. And it was 
really sad, because he was a good officer. And, ah, had an injury, prescription, 
doctor wasn't fully aware of how to, you know, once the need for it was over, what 
to do. Cut him off, just, you know, it doesn't work that way. You know, it, it doesn't 
work that way. You know, it just, it [went] downhill, I don't think it's any better 
now. It's been, he's been gone five or six years, moved to another state. And came 
in to see me, we ende-, it ended on bad terms, we had to, ah, terminate. Um. Came 
in to see me, before he left to another state. And, ah, hadn't changed. And it was, it 
was kind of sad. I said, ‘Well, it's not going to.’ –System 1
Another officer further illustrated this difference when describing NMPU by colleagues.
We've had that pretty close to home...People are calling other people that they 
know are on the pills and asking them, you know, for them... And it's not 
something that everyone discusses. It may be because it hits some, you know, 
because it does affect so many people on a personal level. It's not something that, 
you know, you know, officers discuss at roll call.-Interactor3
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In general, chronic pain patients who became non-medical prescription opioid users were 
perceived by several officers as victims of the medical system, and generated a sympathetic 
response:
We have made arrests here in town of some municipal employees who were 
prescribed these sorts of drugs and six months later, were buying them on street 
corners. And ultimately, engaged in things to support, you know, to, to come up 
with revenue in order to support that habit. And they came to our attention, were 
arrested, subsequently lost their jobs. A lot of them lost their families, their homes. 
And they had up until the time when they were first prescribed not considered 
problem employees. They weren't abusers of sick time. They were productive 
people. Families, kids and...they got hurt on the job and they start-...they started 
taking this stuff under the guidance of some doctor. And the next thing you know, 
they're looped off of, of these. And now, the doctor is telling them, “You can go 
back to work.” but they don't wanna give up the drug. We, we saw a couple of them 
selling town property, basically, in a black market in order to come up with money 
to buy pills on street corners in [study site].-System2
In contrast, officers reported a loss of empathy related to those perceived as illicit “drug 
abusers”. One officer commented:
I don't have much sympathy.... for individuals that are drug abusers, and what they 
do to their families and the economy, I suppose. –Interactor4
3.4 Carrying the tools of prevention: Naloxone
Naloxone is a medication typically carried and administered by paramedics, although there 
is growing interest in equipping law enforcement with naloxone. At present, law 
enforcement officers in our study sites are not permitted to administer naloxone in an 
overdose situation.
One supervising officer cited the legal barriers to carrying naloxone, saying:
I know I don't want my officers giving people shots and pills. We get sued for 
enough stuff. Let people with some health training issue that. But I, I think first 
responders is, is always a good option. At least, something that gets them, you 
know, for the 10 minutes they're gonna take to get to a hospital where, you know, 
the super-trained staff can take over from there.-Interactor5
Another officer conveyed, in a tone of frustration, the limits of law enforcement's current 
role in an overdose occurring in his community:
There's nothing really more you can do, you know? It's not really... you go to, you 
try to do whatever first aid that you can. But, you know, by law, you're not, we 
can't carry Narcan [the brand name of naloxone]. You can't do anything like that. –
Interactor2
Law enforcement in our study sample expressed concern, similar to what has been 
documented elsewhere (Beletsky et al., 2009; Burris et al., 2009), about the kind of message 
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communicated by allowing drug users to carry and administer naloxone to overdosing 
victims. As one officer stated:
I think it's a ‘get out of jail free’ card, 'cause if you take the Narcan, “Oh, you know 
what? Hey, I screwed up and I fell off the wagon. Let me just take the Narcan and 
I'll start over again. It gives them a way out.-Interactor6
While attitudes toward naloxone differed according to whether users were perceived to be 
“legitimate” pain patients or illicit drug users, empathy for the victim's family and 
experiential knowledge of the overdose scene provided an alternative basis for naloxone 
support, as one police chief articulated:
Respondent: I think the difference there is, you're, again, you know, certainly not 
through rose-colored glasses, the cynicism, we're, we would be counting on, on 
maybe addicts to help out other addicts.
Interviewer: Or pain patients, or, or parents, or,...
Respondent: Well, no, y-, y-, you know, let's differentiate. If there are, um, people 
legitimately taking, I have no problem with that. It makes sense to me. Because you 
c-, but, you know, and I gue-, I suppose if I'm, I'm a parent, and my kid is 40 and I, 
they're just, you know, I suppose that would be a, a good thing. You know, I 
suppose that would be a good, if I think about it, you know if there's no, if I've tried 
every other, you know, ‘listen, there's just, we're just hoping and praying every day 
that this kid, this man or this woman, comes to grips with this and decides to fix it, 
but in the meantime, let's have something on hand just in case we come home to 
this nightmare.’ ?-System1
3.5 Training and suggestions for how to involve law enforcement in overdose prevention 
and response
Several suggestions for interventions emerged from the law enforcement interviews, 
including specialized training in recognizing and responding to drug overdose for active 
officers, or more comprehensive curriculum for law enforcement training academies on 
overdose and addiction. One officer voiced concerns:
The unfortunate thing is police are so taxed with so many issues now that, you 
know, behavioral and, and people wanna, “Oh, we wanna train you on autism. Oh, 
no, elderly dementia.” It's so much to absorb and I feel, I kinda feel that here again, 
they've identified something else that's a serious, you know, is-...issue, an epidemic 
[pain pill abuse and overdose] and...well, how much can we, you know, how many 
signs and symptoms and pills and diagnosis and prognosis and, you know, how 
much can we know and be effective in, in, in trying to, to do the right thing?-
Interactor3
By far the most common law enforcement interventions mentioned by officers were 
prescription drug take-back days, organized by the Drug Enforcement Agency (DEA), and 
DEA-approved medication drop-boxes installed at police departments (mentioned by 11 of 
13 law enforcement interviewees).
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However, this approach was not without drawbacks, as this officer pointed out:
People don't like the police....So they're not gonna, like, we did the...take back 
program with pills. And...through DEA, we had set up, well, they... they registered 
the police department as the location, and I said, “Well first of all, we're not a really 
good location...we are at the center of town, but we're not handicapped,100% 
accessible, and just, you have to park on the main street, get out of the car, almost 
get hit by a car, so, I put one location at the senior center, and figured people would 
be more apt to come in and drop off pills.-Interactor1
One officer envisioned a possible law enforcement protocol for talking with survivors and 
witnesses of drug overdose. He described a training that could build a relationship between 
overdose incident, victim, and community follow-up, with the dual goal of overdose 
prevention and improving community police relations:
And again, you're not there to arrest the person, but yet, recognizing that you may 
take it a step further, maybe follow up at the hospital with the person and have a 
talk with them. Give them some referral information. Now, we would know who to 
refer him to at this point. So that's part of the police educations. Signs, symptoms, 
referral, post-incident follow up would be key so that if, you know, we do 
recognize that the person potentially overdosed, yeah, they're released from the 
hospital a couple days later. If the officer had some sense of what to do on that 
follow up visit...that may have an impact. So that may be the, the catalyst, if you 
will to open the door to that. And not to mention, you know, it's good police 
relations overall.-Interactor3
Framing any law enforcement intervention regarding NMPU and overdose with a personal 
message is critical. The officer continues:
How many officers would be apt to do that? Well, the more training they have...and 
this type of drug, these type of drugs, don't forget, it's, it's not just the criminal 
element. It's because it's your neighbor. It could be your sister. It could be your 
family member. I think any time it can be personal and the officer can associate it 
with their own life and family, they'll tend to be more compassionate and follow up 
and, you know, and, and sort of have some ownership of, of the issue and talk to 
the person.-Interactor3
4. DISCUSSION
Our data suggest law enforcement officers are empathetic to the health problem of overdose. 
However, some officers may feel conflicted about their role in protecting public safety 
through enforcement of laws aimed to reduce the supply of drugs in communities. Views on 
law enforcement preventing overdose fatalities were complex but generally fit within 
activities associated with the concepts of community policing and good police relations. 
Importantly, respondents in our study sample indicated a desire to be more involved in 
overdose prevention and response, suggesting the potential for broader law enforcement 
engagement around this pressing public health crisis, even in suburban and small town 
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locations like our study sites, where prescription opioid overdose deaths are increasing 
(Green et al., 2010; Paulozzi and Xi, 2008).
One identified theme for law enforcement was that of helplessness to effect change in their 
community on issues of addiction and overdose. This suggests that many police and other 
law enforcement believe that they are ill-equipped to deal with these issues. While training 
and education are important to help address shortfalls, lack of treatment resources in the 
community and legal and policy barriers to officers carrying naloxone are more salient 
challenges to increased involvement in overdose prevention and response within the law 
enforcement community. However, there is strong precedent for police officer involvement 
in medical emergencies, particularly with automated external defibrillators (AEDs), in the 
pre-hospital setting. Hawkins et al. randomly sampled police agencies across the United 
States and found that among the 420 responding police agencies (53% of the total number 
surveyed) , 80% reported responding to medical emergencies and 39% reported carrying 
AEDs (Hawkins et al., 2007). Furthermore, across all responding agencies, those with and 
without AEDs, nearly half (47.7%) reported that their officers were trained in both 
cardiopulmonary resuscitation (CPR) and first aid. Interestingly, this same study found that 
among agencies with AEDs, the role of officers prior to EMS arrival was to provide initial 
medical care (73.2% of responding agencies) rather than scene control or law enforcement 
(Hawkins et al., 2007). An earlier study among a sample of police officers in Indiana found 
that 57% of respondents indicated that use of an AED would not interfere with an officer's 
law enforcement duties (Groh et al., 2002). Compared to officers lacking such training or 
experience, officers trained in AED use or who had performed CPR while on duty were 
more likely to indicate use of AEDs as being needed in their communities (Groh et al., 
2002). Considering how commonly drug-involved overdose scenes, compared to cardiac 
arrhythmias, are responded to by law enforcement, training officers to recognize opioid 
overdose and administer naloxone follow an indicated and established pattern of law 
enforcement medical intervention that promote community safety. Future work should also 
explore how police unions regard police engagement in direct overdose reversal services. 
Efforts to expand overdose education and awareness-raising in populations that often come 
into contact with law enforcement entities (e.g., individuals on probation and parole) provide 
additional opportunities for prevention and another mechanism for engaging law 
enforcement in public health.
Another contributing factor to the feelings of futility that law enforcement expressed in our 
study, albeit to a lesser extent, was the notion that police have little to no influence over 
prescribing practices. Interviewees in our sample expressed frustration at the seeming lack 
of training that many prescribing physicians in the community have with respect to safe 
prescribing of opioid medications. Further, law enforcement activities tend to be reactive 
and enforcement focused regarding diversion of prescription medications. They generally 
are not able to exert significant influence to prevent diversion, particularly in the cases of 
physicians over-prescribing or prescribers being taken advantage of by patients engaged in 
‘doctor shopping.’ Prescribers tend not to involve law enforcement when they suspect their 
patient is diverting or ‘doctor shopping,’ even when presented questionable data from a 
prescription monitoring program patient report (Green et al., 2012). “Burnout,” physical 
stress, and poor job satisfaction are well established nemeses of employment stability and 
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health for police, which have been shown to be more pronounced problems in small 
agencies (i.e., cities or counties with less than 100,000 population, as in our study sites) than 
larger agencies (in cities or counties with more than 250,000; McCarty et al., 2011). It is 
unclear the extent to which the stresses and repeated frustrations identified in this study 
contribute to overall job satisfaction and other occupational strains for law enforcement 
officers in the study sites. Future research could address this line of inquiry. Occupational 
burnout may be one reason that training and equipping officers to respond to overdose may 
be of interest to law enforcement management, particularly to avoid high turnover, which is 
a perennial concern in police departments.
Law enforcement officers in our sample differentiated between types of opioid users. Many 
respondents expressed different views depending on if they felt they were talking about 
someone with a ‘legitimate prescription’ compared with someone perceived as an ‘addict’ 
who may have acquired opioids illegally. While not a clear distinction, this may in part be 
seen as an extension of the ‘risk environment’ among PWID (Burris et al., 2004; Green et 
al., 2009), wherein the influence of policy and policing practices effect helpseeking, risk 
behaviors, and, ultimately, health outcomes of users. Briefly, this conceptual framework 
views law enforcement and the enforcement of laws as ecological causes of risk, given that 
police have significant flexibility with respect to the application of various criminal and 
public order laws (Burris et al., 2004). To the extent that these laws are differentially applied 
to perceived ‘addicts’ and ‘legitimate patients,’ overdose risk may be exacerbated. For 
example, law enforcement practices have been known to influence injection network 
dynamics (Burris et al., 2004; Cooper et al., 2005; Friedman et al., 2006) and may exert 
similar influences among users of illicitly obtained prescription opioids. As more states 
across the country adopt Good Samaritan legislation (Davis, 2012; Davis et al., 2013; UW 
Alcohol and Drug Abuse Instititute, 2012), the impetus of such laws will necessarily place 
less emphasis on differentiation between individuals suffering from an opioid overdose who 
obtained the medications illicitly or through a valid prescription. In this way, Good 
Samaritan laws convey normative messaging about the importance of saving overdose 
victims’ lives, whether opioid use is illicit or licit. Such norms can then be integrated into 
policing institutions as part of trainings, standard operating procedures, and incentive 
metrics. Additionally, several respondents indicated that the line between licit and illicit 
prescription drug users was further blurred when referencing a fellow officer with an 
addiction to prescription opioid medications. Such instances foster empathy and may 
provide an opportunity to educate about overdose prevention and response using naloxone, 
in order to understand how to protect a colleague.
There are important limitations to this study. Job satisfaction and attitudes toward drug users 
were identified as emergent themes but were not the focus of the interviews from which the 
data were extracted. Therefore, standardized questions about these topics were not 
consistently asked of participants. Second, any instances of addiction, overdose experiences 
or witnessed overdoses among law enforcement were spontaneously reported; we did not 
specifically recruit officers with personal experience with addiction. Third, the number of 
law enforcement interviews for this study was small and covered a wide range of 
professional experience. On the scale of the small town or suburban area, the sample 
reached saturation and may be considered highly representative. However, qualitative data 
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such as those included in the RARx Study, may not generalize to other locations, nor are 
they static over time. We purposely did not collect demographics on the respondents, as at 
the small town level such information would be identifying.
In conclusion, there are many ways for law enforcement to be involved in promoting public 
safety, including engaging in fatal overdose prevention or response activities. Law 
enforcement commonly serve as medical first responders yet, within the law enforcement 
community, there is a lack of clarity as to what police can do and what they should do at the 
scene of an overdose. In many cases, officers cannot relinquish their law enforcement role at 
the scene, and it may be unrealistic for them to do so. A recent US district court ruling in 
Rhode Island challenges these operations. The decision clarifies that police trained in CPR 
have a duty to use it, immunizes police for ordinary negligence in giving CPR to someone 
under custody, and clarifies that police are liable for gross negligence in performing or 
failing to perform CPR (National Police Accountability Project, 2012). Such legal precedent 
can provide guidance to local and state policy makers considering equipping all first 
responders with naloxone.
However, it is important to consider the possibility that duties which may expose officers to 
liability could act as a disincentive for agencies to train their personnel. Future evaluations 
could assess the effectiveness of different ways of framing messages in overdose 
interventions for law enforcement. Our data suggest that law enforcement, especially in 
small town and suburban locations, are willing to be partners in training and education 
around overdose awareness, prevention and response, possibly including the administration 
of naloxone as a first responder. Overdose prevention and response may have greater impact 
if framed as extensions of existing law enforcement and public safety efforts. Future 
programming and intervention evaluations should examine community based overdose 
prevention and law enforcement, including the short- and long-term effects of law and 
policy changes to protect overdose witnesses calling 911(Banta-Green et al., 2013) and 
permitting law enforcement to carry and use naloxone.
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